1. Introduction {#s0005}
===============

Fungal endocarditis is a rare infection responsible for about 2--5% of infectious endocarditis [@bib1; @bib2]. Moreover it is associated with high mortality and morbidity and its incidence is increasing [@bib3]. The first cause of fungal endocarditis is *Candida albicans*, being *Candida parapsilosis* the second most frequent [@bib2]. Treatment is, whenever possible, the combination of surgery and antimycotic agents. The duration of the antimycotic therapy is necessarily long but the complete course is not well defined [@bib1; @bib3; @bib4; @bib5]. The majority of the reported cases was treated with amphotericin B, flucytosine and azoles. The use of new drugs such as echinocandins could be a promising alternative but is still rare [@bib6].

We present a case of a *C. parapsilosis* prosthetic endocarditis and discuss the antimycotic therapy, its duration and surgical approach.

2. Case {#s0010}
=======

A 47-year-old Caucasian man presented to the Emergency Department of our tertiary care University hospital (day 0). He had left lower limb intermittent claudication since day −10 with progressive worsening.

He was in the past an intravenous drug user with a history, two years earlier, of an aortic valve *Streptoccocus oralis* endocarditis, complicated with brain abscesses. Valve replacement with a biological valve was performed, and he received a Penicillin G regimen. No further drug abuse was noticed.

On the Emergency Department, he had decreased amplitude of left distal pulses. The physical examination was otherwise unremarkable. From the exams performed at the Emergency Department, we highlight the following: arterial Doppler echography with left adductor canal occlusion, normal transthoracic echocardiography and elevated C-reactive protein (136 mg/dL). He was admitted to the Vascular Surgery Ward with the diagnosis of a left lower limb acute ischemia.

On day 1, a thrombectomy was performed. Due to treatment failure, thrombolysis with alteplase was started. However, after an initial improvement there was a re-occlusion. On day 5, a transesophageal echocardiography was performed.

The transesophageal echocardiography ([Fig. 1](#f0005){ref-type="fig"}) showed a left coronary cuspid vegetation (aortic prosthetic valve) with a paravalvular abscess without fistulisation. There was no prosthetic dysfunction. Three blood culture sets were taken and vancomycin, gentamycin and rifampin were started. There were no other signs of peripheral embolization (head and abdominal CT scan were normal). On day 8 yeast was identified in all three blood cultures. Liposomal amphotericin B 5 mg/kg/day (300 mg/day) and flucytosine 150 mg/kg/day (9 g/day) were started and the antibacterial drugs were stopped. A *Candida parapsilosis* was identified in all blood cultures on day 10 by Matrix-assisted laser desorption ionization-time of flight mass spectrometry (MALDI TOF-MS®). No susceptibility tests were performed (not available in our hospital). Nevertheless, *Candida parapsilosis* is generally susceptible to amphotericin B, flucytosine and azole. Echinocandin resistance among *C. parapsilosis* isolates is possible but uncommon [@bib5]. Liposomal amphotericin B was replaced by micafungin 100 mg daily on day 10. The patient was transferred on the same day to the Cardiac Surgery Department and was submitted to surgery. The biological valve and the ascending aorta were substituted by a cryopreserved homograft. No unexpected events were reported on postoperative period. After surgery the patient was transferred to the Infectious Diseases Ward (day 17).

All blood cultures taken before the surgery (three at day 5 and two at day 8) and also valve culture showed *C. parapsilosis*. Due to possible resistance of the *C. parapsilosis* to the echinocandins [@bib5], we replaced micafungin for intravenous fluconazole (400 mg bid) on day 17. Intravenous fluconazole was administered for 1 month after surgery (day 40). All blood cultures collected after surgery (two at day 10 and two at day 17) were negative. The transesophageal echocardiogram (1 month after surgery, day 40) was unremarkable. The patient was discharged with fluconazole 400 mg id *per os.*

We followed the patient first monthly and later quarterly for one year. All the blood cultures were persistently negative. One year after the surgery (day 375), a transthoracic echocardiography was normal. Given all this facts we have decided to hold the suppressive therapy with fluconazole (one year of antimycotic after surgery). There was no evidence of relapse (nor clinical neither microbiological).

3. Discussion {#s0015}
=============

In the literature, we have found 84 cases of *Candida parapsilosis* endocarditis. However, only 15 cases were published in the last 10 years [@bib7; @bib8; @bib9; @bib10; @bib11; @bib12; @bib13; @bib14; @bib15; @bib16; @bib17; @bib18; @bib19]. The most frequently used treatment was amphotericin B in 55 cases (65%). Azoles were used in 30 cases (35%) and echinocandins in 6 cases (7%). This highlights the lack of consensus on the best medical treatment and on its duration. Surgery is mandatory in the majority of cases and it is agreed that it should be performed as early as possible [@bib4]. The surgery was performed concomitantly with the medical treatment in 50 cases (61%). Despite the application of these measures, the mortality rate of *C. parapsilosis* endocarditis is still very high: around 40%.

We believe that our case report is important not only because it highlights the possibility of using intravenous fluconazole 800 mg as medical therapy, but also that fluconazole can be used as suppressive therapy for 12 months.

A different surgical approach (using cryopreserved homograft) also merits attention.

Conflict of interest {#s0020}
====================

On behalf of all authors, the corresponding author states that there is no conflict of interest.

![Transesophageal echocardiography; blue arrow: vegetation; white arrow: paravalvular abscess. (For interpretation of the references to color in this figure legend, the reader is referred to the web version of this article.)](gr1){#f0005}
